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Education and debate
Can the millennium development goals be attained?
Andy Haines, Andrew Cassels
To achieve the UN’s goals worldwide, less developed countries need to address weaknesses in health
systems and policy makers need to look beyond aggregate national figures to inequalities in
outcomes
In September 2000 the largest ever gathering of
heads of state ushered in the new millennium by
adopting the UN Millennium Declaration.1 The
declaration, endorsed by 189 countries, was then trans-
lated into a roadmap setting out goals to be reached by
2015.2
The eight goals in the section on development and
poverty eradication are known as the millennium
development goals. They build on agreements made at
major United Nations’ conferences of the 1990s and
represent commitments to reduce poverty and hunger,
to tackle ill health, gender inequality, lack of education,
lack of access to clean water, and environmental
degradation (box). The big difference from their pred-
ecessors is that rather than just set targets for what
developing countries aspire to achieve, the goals are
framed as a compact that recognises the contribution
that developed countries can make through fair trade,
development assistance, debt relief, access to essential
medicines, and technology transfer. Without progress
in these areas (summarised in the final goal) the poor-
est countries will face an uphill struggle to achieve the
other goals. The notion of the goals as a compact
between North and South was reaffirmed at the inter-
national conference on financing development in
Monterrey, Mexico, in 2002.3
Health and the millennium development
goals
Health is central to the achievement of the millennium
development goals—both in its own right (see goals 4,
5, and 6), and as a contributor to several others. For
instance, the impact of poverty on ill health is well
known and extensively documented. Ill health can also
be an important cause of poverty through loss of
income, catastrophic health expenses, and
orphanhood. Thus improving health can make a
substantial contribution to target 1, which aims to halve
between 1990 and 2015 the proportion of people
whose income is less than $1 a day. Although this arti-
cle focuses on health, the millennium development
goals should be considered as a mutually reinforcing
framework contributing interactively to human
development.
Are international goals worthwhile?
Sceptics may question whether it is worthwhile to have
ambitious goals of this nature, given the patchy track
record of the implementation of previous international
declarations. Although goals and targets by themselves
cannot achieve change, and although the monitoring
progress is fraught with difficulties, we believe they are
worthwhile for several reasons.
First and foremost they are a means, if used well,
for holding to account those responsible for providing
health services, and the accountability cuts both
ways—for developing and developed countries. Sec-
ondly, they help define the role of health in
development. Three of the eight goals, eight of the 18
targets, and 18 of the 48 indicators relate to health—so
no one can say that development is just about
economic growth. Thirdly, they provide a focus for
development efforts and a lens through which to
assess government plans, budgets, and poverty reduc-
tion strategies: do such efforts prioritise activities
which will help meet the millennium development
goals? Lastly, they demonstrate, beyond any doubt, the
need for urgent action by showing how far progress
lags behind expectations.
Achieving the millennium development goals requires steep declines in maternal and child
mortality
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A mixed picture at half time
With 1990 as the base year for the millennium
development goals, the score at half time is decidedly
mixed. Some countries have made impressive gains
and are “on track,” but many more are falling behind.
The situation is not encouraging for goals related to
lowering child and maternal mortality and infectious
diseases, especially in sub-Saharan Africa. For mortal-
ity in children under 5, for example, the developing
world has managed only a 2.5% average annual rate of
reduction during the 1990s, well short of the target of
4.2%.4 In 16 countries (14 of which are in Africa) levels
of under 5 mortality are currently higher than those in
19905; figure 1 summarises progress by region.
Although the largest number of hungry people live in
Asia, food production is increasing and the number of
hungry people is declining, while in Africa the number
is increasing and one third of the population is under-
nourished.6 With more than 500 000 women a year
dying in pregnancy and childbirth, faster progress on
reducing maternal mortality also remains a key
challenge.Maternal death rates are 100 times higher in
sub-Saharan Africa than in many high income
countries. However, the good news is that, outside sub-
Saharan Africa, some strong progress has been made
in increasing the rate of attended deliveries: for
example, the percentage of deliveries with a skilled
attendant rose by two thirds in southeast Asia and
north Africa between 1990 and 2000.7
Despite success in selected countries, the prospect
of falling short overshadows the other health related
targets, particularly as a result of the worsening global
pandemic of HIV/AIDS, which has reversed life
expectancy and economic gains in many parts of
Africa. Malaria, tuberculosis, access to safe water and
sanitation, and use of solid fuel as an indicator of
indoor air pollution have similar prospects. The 2003
Human Development Report puts the situation starkly: “If
global progress continues at the same pace as in the
1990s, only the millennium development goals of
halving poverty and halving the proportion of people
without access to safe water stand a realistic chance of
being met, thanks mainly to China and India.
Sub-Saharan Africa would not reach the poverty goals
until the year 2147 and for child mortality until 2165.”6
Measuring progress
Although overall trends are clear, much remains to be
done if we are to get a more accurate picture of what is
really happening. A recent high level meeting on the
health goals noted: “We cannot count the dead in the
vast majority of the world’s poorest countries—
paradoxically these are the countries where the disease
burden is greatest. In sub-Saharan Africa fewer than 10
countries have vital registration systems that produce
viable data . . . The considerable investments in meas-
uring health outcomes, often to monitor the effective-
ness of donor-driven programmes . . . too often do not
strengthen national health information systems.”8
Sound information is essential for tracking
progress, evaluating impact, attributing change to
different interventions, and guiding decisions on
programme scope and focus. A key issue is that many
different development partners—particularly those
providing financial resources—each impose their own
monitoring demands on countries. These are largely
designed to suit donors’ reporting requirements, rather
than to help countries make strategic decisions. The
result is that countries are overwhelmed and fragile
information systems are unable to cope. The Health
Metrics Network—a new coalition of countries, interna-
tional agencies, bilateral and multilateral donors, foun-
dations and technical experts—seeks to address this
problem by persuading partners to focus on strength-
ening national information systems rather than
particular sets of indicators.5
Ends and means
Clearly, the goals do not say everything that needs to
be said about health and development. It is best to
think of them as a kind of shorthand for some of the
most important outcomes that development should
achieve: fewer women dying in childbirth, more
children surviving the early years of life, dealing with
the catastrophe of HIV/AIDS, making sure people
have access to lifesaving drugs. The millennium devel-
opment goals represent desirable ends; they are not a
prescription for the means by which those ends are to
be achieved. They say nothing, for example, about the
importance of effective health systems, which are
essential to the achievement of all of the health goals,
or the importance of rural infrastructure (roads,
telephones, etc) in reducing maternal mortality.
Similarly, the goals focus on communicable diseases,
when we know that non-communicable diseases and
Millennium development goals focused on
health
1 Eradicate extreme poverty and hunger
2 Achieve universal primary education
3 Promote gender equality and empower women
4 Reduce child mortality
5 Improve maternal health
6 Combat HIV/AIDS, malaria, and other diseases
7 Ensure environmental sustainability
8 Develop a global partnership for development
See www.who.int/gb/ebwha/pdf_files/EB111/eeb1113c1.pdf
for targets within each goal
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Fig 1 Mortality in children under 5 years, 1990-2001, current trend
(dotted line), and millennium development goals targets for 2015.6
Used by permission of Oxford University Press
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injuries contribute as much or more to the total
burden of disease in many countries. In this regard,
WHO has argued that an overall measure of mortality
is included among the indicators of progress. In
addition, some countries chose to broaden the range of
indicators to encompass priorities not covered by the
goals.
Whose goals are they anyway?
National ownership is important. There is a risk
that the millennium development goals are seen by
some developing countries as being of prime concern
to donors. They fear they will be used as a condition
for the receipt of aid. In addition, the restricted focus
of the goals, and the fact that they are a product
of political negotiation, gives rise to concern that
other hard-fought goals—such as those agreed in Cairo
on reproductive health9—will be forgotten. It is
encouraging, therefore, that some countries are
choosing to include reproductive health data in their
annual reports on the millennium development goals
and that others have adapted the targets to their own
national context, in some cases setting national targets
which are more ambitious than the global ones.
Nevertheless, progress on goal 8—particularly in
relation to fair trade, debt relief, and progress toward
the UN target of 0.7% of gross national income for
development assistance—has been generally disap-
pointing. Compared with $57.6bn given in 1990,
$56.5bn was given in 2002—a drop from 0.33% to
0.23% of gross national income in donor countries (an
additional $16bn pledged by 2006 amounts to only
0.26% of gross national income).6 However, the UK’s
chancellor of the exchequer has recently announced
the intention of the UK government to increase
expenditure on aid to reach 0.7% of gross national
income by 2013 at the latest.10
Who benefits if the goals are achieved?
The health goals are expressed as national averages,
rather than gains among poor or disadvantaged
groups. This means that significant progress in
non-poor groups can result in the achievement of
goals even though only minor improvements in the
health of the poorest have been made.11 The use of
aggregate data may mask growing inequalities, but
such inequalities are not inevitable, as countries such as
Guatemala and Bangladesh have shown.5
What needs to be done?
The problem is not simply a lack of effective interven-
tions. There is, of course, a need for new drugs,
vaccines, and diagnostics—and thus an important
research agenda in relation to the millennium
development goals. However, countries are not “off
track” because knowledge is lacking on how to treat a
child with pneumonia, to prevent diarrhoea, to deliver
babies safely, or even to prolong the life of people liv-
ing with AIDS. But effective interventions often fail to
reach the people who need them.
Resources are important. Current health spending
in most low income countries is insufficient for achiev-
ing the health goals. We have global estimates of what
is needed—a doubling of aid from around $50bn in
2001 to $100bn a year for the goals as a whole; $10bn
per year total spending on HIV/AIDS; and a fivefold
increase in donor spending on health.12 The proposed
International Finance Facility could help to achieve the
needed increase by using long term commitments
from government donors to leverage immediate and
additional resources from private markets13—thus ena-
bling the frontloading of aid when it is most needed.14
Progress, though, cannot depend on aid alone:
reducing trade barriers erected by wealthy nations to
exports from developing countries can make a big dif-
ference. Developing countries too have to make
greater efforts. In this context, African ministers set
their own target to increase health spending (for
example, to 15% of total government expenditure15).
Although few would dispute the need for more
money, there are concerns about the current capacity
of poor countries to effectively absorb major increases
in aid. In addition, a debate remains between ministries
of finance, the Bretton Woods institutions, and others
about the extent to which a rapid scale-up of aid will
affect macroeconomic stability.12 Increases in aid can
influence exchange rates and competitiveness, but
HIV/AIDS and other major causes of ill health will hit
economies hard for a long time. Fiscal policy should
reflect the urgency of the situation in countries where
high death rates among civil servants, teachers, police,
and health workers threaten the stability of societies.
More money is only part of the picture. Progress
equally depends on getting policies right; making the
institutions that implement them function effectively;
building health systems that work well and treat people
fairly; generating demand for better and more accessi-
ble services; and—perhaps the most neglected factor of
all—ensuring there are enough staff to do all the work
that is required.
In many countries, particularly in southern Africa,
the shortage of health service and other public sector
staff has now become one of the most serious rate lim-
iting factors in scaling up the response to HIV/AIDS
and other public health problems. The reasons for this
crisis are multiple. Health workers are dying. They are
leaving public service because the conditions are poor,
and getting worse. They are seeking better paid jobs in
the private sector, or leaving health care altogether for
better paid jobs. They are migrating to countries that
can pay more for their services within Africa.Others go
further afield and add to the brain drain from
sub-Saharan Africa. Although extensive analysis of
these issues is available,16 17 a concerted attempt to
remedy the situation has so far been wanting.
In summary
Achieving the health millennium development goals
represents some of the greatest challenges in
international development, not least because they
include the goal of reversing the global epidemic of
HIV/AIDS. To this we have to add the steep declines
required in child and maternal mortality, where
progress lags far behind aspirations in many parts of
the world. Improving health outcomes will not be
possible without major improvements in healthcare
delivery systems, which in turn depend on changes in
public sector management, new forms of engagement
Education and debate
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with the private sector (leading, for example, to wider
availability of affordable drugs, vaccines, and diagnos-
tics), more research directed at improving health
systems, as well as policies and interventions well
beyond the health sector itself. Moreover, improve-
ments in health are essential if progress is to be made
with the other millennium development goals,
including the reduction of absolute poverty.
In answer to the question posed in the title, if none
of the changes described in this article take place then
the answer is almost certainly no, the goals cannot be
attained. But accelerated progress is possible, and lies
within reach. It is a matter of political choice in both
the developed and developing world. We also know
that substantial progress, even if it were to fall short of
the targets set four years ago, could dramatically trans-
form the lives of millions of the world’s poorest
people. The millennium development goals are one
means of exerting the leverage that can make this
happen.
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Summary points
Improving health outcomes will not be possible
without major improvements in healthcare
delivery systems
Improvements in health are essential for progress
with other millennium development goals
Without more resources and changes in policies,
the goals cannot be attained—but accelerated
progress is possible
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How common is common?
Do patients with venous ulcers get pain
A: most of the time?
B: commonly?
C: often?
D: rarely?
We all use imprecise terms in our writing, but such terms cause
confusion when they are used in examination questions. We have
all experienced sitting an examination and wondering what
exactly is meant by terms such as “commonly,” “typically,” and
“often.”
One study has examined what they do mean, and the answer is
nobody knows. Case found that when doctors say something
happens “commonly” they mean that it happens in between 25%
and 80% of cases.1 Ironically, this almost overlaps with what they
mean when they say something happens “rarely” (between 1%
and 15% of cases).1
BMJ Learning offers online learning resources to help you with
your appraisal and revalidation. Throughout the learning
modules, we ask questions so that you can assess your knowledge.
We don’t waste time testing trivial facts or asking tricky or
unnecessarily complicated questions. We also avoid imprecise and
ambiguous questions.
Instead, we ask questions on important aspects of a
topic—questions that require application of knowledge, that test
users’ skills in interpreting data and making decisions, and that
ask about diagnosis, investigations, treatment, and prognosis.
Users receive immediate feedback on their answers.
To find examples of such questions, try our new learning
module on caring for patients with leg ulcers on bmjlearning.com.
You will also find out whether venous ulcers are painful or painless.
Kieran Walsh editorial registrar, BMJ Learning
(bmjlearning@bmjgroup.com)
1 Case SM. The use of imprecise terms in examination questions: how frequent is
frequently? Acad Med 1994;69(10 suppl):S4-6.
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